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§16-12-1 Purposes. The purposes of this chapter are:

@

(2)
3

(4)

To provide for the reasonable standardization of coverage and
simplification of terms and benefits of medicare supplement palicies,
To facilitate public understanding and comparison of the policies,

To eliminate provisons contained in the policies which may be
misleading or confusing in comection with the purchase of the
policies or with the settlement of claims; and

To provide for full disclosures in the sale of accident and sickness
insurance coverages to persons dligible for medicare. [Eff 5/17/82;
comp 10/28/89; comp 12/27/90; am and comp 9/3/92; comp 7/6/99;
comp 10/15/01; comp 12/9/02] (Auth: HRS 88431:2-201,
431:10A-304, 431:10A-305) (Imp: HRS §8431:10A-305,
431:10A-306, 431:10A-309)

816-12-2 Applicability and scope. (a) Except as otherwise specificaly
provided, this chepter shall apply to:

@
2

(b)

All medicare supplement policies delivered or issued for delivery in
this State on or after the effective date of this chapter; and

All certificates issued under group medicare supplement policies
which certificates have been delivered or issued for delivery in this
State.

This chapter shall not apply to a policy or contract of one or more

employers or labor organizations, or of the trustees of a fund established by one or
more employers or labor organizations, or combination thereof, for employees or
former employees, or a combination thereof, or for members or former members, or
a combination thereof, of the labor organizations. [Eff 5/17/82; am and comp
10/28/89; comp 12/27/90; am and comp 9/3/92; comp 7/6/99; comp 10/15/01;
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comp 12/9/02] (Auth: HRS §§431:2-201, 431:10A-304, 431:10A-305) (Imp: HRS
§8431:10A-302, 431:10A-305)

816-12-2.3 Laws applicable. Article 10A, part I, of chapter 431, HRS,
governing individual accident and sickness policies shal apply to medicare
supplement policies unless expresdy inconsistent with article 10A, part 111, of
chapter 431, HRS, and this chapter, in which case part 111 and this chapter shall
prevail. [Eff and comp 10/28/89; comp 12/27/90; am and comp 9/3/92; comp
7/6/99; comp 10/15/01; comp 12/9/02] (Auth: HRS 8§8431:2-201, 431:10A-304,
431:10A-305) (Imp: HRS 8§8431:10A-304, 431:10A-305)

§16-12-3 Definitions. Unless the context indicates otherwise, as used in this
chapter:

"Applicant" means:

@ In the case of an individual medicare supplement policy, the person

who seeks to contract for insurance benefits; and

2 In the case of a group medicare supplement policy, the proposed

certificatehol der.

"Bankruptcy” means when a Medicare+Choice organization that is not an
issuer has filed, or has had filed against it, a petition for declaration of bankruptcy
and has ceased doing businessin the state.

"Certificate" means any certificate delivered or issued for ddivery in this
State under a group medicare supplement policy.

"Certificate Form" means the form on which the certificate is delivered or
issued for delivery by the issuer.

"Continuous period of creditable coverage" means the period during which
an individual was covered by creditable coverage, if during the period of the
coverage the individual had no breaks in coverage greater than sixty-three days.

"Creditable coverage':

@ Means, with respect to an individual, coverage of the individua

provided under any of the following:

(A) A group hedth plan;

(B) Health insurance coverage;

(C)  Part A or Part B of Title XVIII of the Social Security Act
(Medicare);

(D)  Title XIX of the Socia Security Act (Medicaid), other than
coverage consisting solely of benefits under Section 1928;
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@)

3

(4)

Q)

(B) Chapter 55 of Title 10 United States Code (CHAMPUYS);

(FH A medica care program of the Indian Health Service or of a
tribal organization;

(G) A State hedth benefits risk pooal;

(H) A health plan offered under Chapter 89 of Title 5 United
States Code (Federal Employees Hedlth Benefits Program);

M A public hedlth plan as defined in federal regulation; and

J A hedlth benefit plan under Section 5(e) of the Peace Corps
Act (22 United States Code 2504(¢€)).

Shall not include one or more, or any combination of, the following:

(A)  Coverage only for accident or disability income insurance, or
any combination thereof;

(B)  Coverage issued as a supplement to liability insurance;

(C)  Liahility insurance, including genera liability insurance and
automobile liability insurance;

(D)  Workers compensation or smilar insurance;

(E)  Automobile medica payment insurance;

() Credit-only insurance;

(G)  Coverage for on-site medical clinics; and

(H)  Other smilar insurance coverage, specified in federa
regulations, under which benefits for medical care are
secondary or incidental to other insurance benefits.

Shall not include the following benefits if they are provided under a

separate policy, certificate, or contract of insurance or are otherwise

not an integral part of the plan:

(A)  Limited scope denta or vision benefits;

(B)  Benefits for long-term care, nursing home care, home health
care, community-based care, or any combination thereof; and

(C)  Such other similar, limited benefits as are specified in federa
regulations.

Shall not include the following benefits if offered as independent,

noncoordinated benefits:

(A)  Coverage only for a specified disease or illness; and

(B)  Hospitd indemnity or other fixed indemnity insurance.

Shall not include the following if it is offered as a separate policy,

certificate, or contract of insurance:
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(A) Medicare supplemental hedth insurance as defined under
Section 1882(g)(1) of the Socia Security Act;

(B) Coverage supplementd to the coverage provided under
Chapter 55 of Title 10, United States Code; and

(C©)  Similar supplementa coverage provided to coverage under a
group hedlth plan.

"Employee welfare benefit plan® means a plan, fund, or program of
employee benefits as defined in 29 U.S.C. Section 1002 (Employee Retirement
Income Security Act).

"Insolvency” means when an issuer, licensed to transact the business of
insurance in this State, has had a fina order of liquidation entered againgt it with a
finding of insolvency by a court of competent jurisdiction in the issuer's state of
domicile.

"Issuer” includes insurance companies, fraternal benefit societies, health care
service plans, health maintenance organizations, and any other entity delivering or
issuing for delivery in this State medicare supplement policies or certificates.

"Medicare’ means the "Health Insurance for the Aged Act," Title XVIII of
the Socid Security Amendments of 1965, as then constituted or later amended.

"Medicaret+Choice plan” means a plan of coverage for health benefits under
Medicare Part C as defined in 42 U.S.C. 1395w-28(b)(1), and includes:

@ Coordinated care plans which provide health care services, including
but not limited to health maintenance organization plans (with or
without a point-of-service option), plans offered by provider-
sponsored organizations, and preferred provider organization plans,

2 Medica savings account plans coupled with a contribution into a
Medicaret+Choice medica savings account; and

3 Medicaret+Choice private fee-for-service plans.

"Medicare supplement policy” means a group or individud policy of
accident and sickness insurance or a subscriber contract of hospital and medical
service associations, or health maintenance organization, other than a policy issued
pursuant to a contract under Section 1876 of the federal Social Security Act (42
U.S.C. Section 1395 et. seg.) or an issued policy under a demonstration project
gpecified in 42 U.S.C. Section 1395 s9(g)(1), which is advertised, marketed or
designed primarily as a supplement to eimbursements under medicare for the
hospital, medical, or surgical expenses of persons eligible for medicare.

"Policy Form" means the form on which the policy is delivered or issued for
ddivery by the issuer.
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"Secretary" means the Secretary of the United States Department of Health
and Human Services. [Eff 5/17/82; am and comp 10/28/89; am and comp 12/27/90;
am and comp 9/3/92; am and comp 7/6/99; am and comp 10/15/01; comp 12/9/02]
(Auth: HRS §8431:2-201, 431:10A-304, 431:10A-305) (Imp: HRS §8431:10A-301,
431:10A-305)

816-12-4 Policy definitions and terms. (@) No policy or certificate may be
advertised, solicited, or issued for delivery in this State as a medicare supplement
policy or certificate unless the policy or certificate contains definitions or terms
which conform to the requirements of this section.

(b) "Accident,” "accidental injury,” or "accidental means' shall be
defined to employ "result” language and shal not include words which establish an
accidental means test or use words as "externd, violent, visible wounds," or smilar
words of description or characterization.

1) The definition shal not be more redtrictive than the following:
"Injury or injuries for which benefits are provided means accidental
bodily injury sustained by te insured person which is the direct
result of an accident, independent of disease or bodily infirmity or
any other cause, and occurs while insurance coverage isin force."

2 The definition may provide that injuries shall not include injuries for
which benefits are provided or available under any workers
compensation, employer's liability or similar law, or motor vehicle
no-fault plan, unless prohibited by law.

(© "Benefit period” or "medicare benefit period" shall not be defined

more restrictively than as defined in the medicare program.

(d) "Convalescent nursing home," "extended care facility,” or "skilled
nursing facility" shal not be defined more redtrictively than as defined in the
medicare program.

(e "Hedth care expenses’ mean expenses of hedth maintenance
organizations associated with the ddivery of hedth care services, which expenses
are analogous to incurred losses of insurers. The expenses shall not include:

1) Home office and overhead costs;

2 Advertising codts;

3 Commissions and other acquisition costs;

(4)  Taxes

) Capita codsts;

(6) Adminigtrative costs; and

) Claims processing costs.
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® "Hospital" may be defined in relation to its status, facilities, and
available services or to reflect its accreditation by the Joint Commission on
Accreditation of Hospitals, but not more restrictively than as defined in the medicare
program.

(9 "Medicare" shall be defined in the policy and certificate. Medicare
may be substantially defined as "The Hedlth Insurance for the Aged Act, Title XVIII
of the Social Security Amendments of 1965 as Then Condituted or Later
Amended," or "Title I, Part | of Public Law 89-97, as Enacted by the Eighty-Ninth
Congress of the United States of America and popularly known as the Hedlth
Insurance for the Aged Act, as then constituted and any later amendments or
subgtitutes thereof," or words of similar import.

(h) "Medicare eligible expenses' shall mean expenses of the kinds
covered by medicare, to the extent recognized as reasonable and medically
necessary by medicare.

0] "Physician" shall not be defined more restrictively than as defined in
the medicare program.

()] "Sickness' shal not be defined to be more redtrictive than the
following:

(@) "Sickness means illness or disease of an insured person which first
manifests itself after the effective date of insurance and while the
insurance isin force."

2 The definition may be further modified to exclude sicknesses or
diseases for which benefits are provided under any workers
compensation, occupational disease, employer's liability or similar
law. [Eff 5/17/82; am and comp 10/28/89; comp 12/27/90; am and
comp 9/3/92; am and comp 7/6/99; comp 10/15/01; comp 12/9/02]
(Auth: HRS 88431:2-201, 431:10A-304, 431:10A-305) (Imp: HRS
88431:10A-304, 431:10A-305)

816-12-5 Policy provisons. (&) Except for permitted preexisting condition
clauses as described in section 16-12-5.4(b)(1) and section 16-12-5.5(b)(1) of this
chapter, no policy or certificate may be advertised, solicited or issued for delivery in
this State as a medicare supplement policy if the policy or certificate contains
limitations or exclusons on coverage that are more restrictive than those of
medicare.
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(b) No medicare supplement policy or certificate may use waivers to
exclude, limit, or reduce coverage or benefits for specificaly named or described
preexisting diseases or physical conditions.

(© No medicare supplement policy or certificate in force in this State
shall contain benefits which duplicate benefits provided by medicare. [Eff 5/17/82;
am and comp 10/28/89; am and comp 12/27/90; am and comp 9/3/92; am and comp
7/6/99; comp 10/15/01; comp 12/9/02] (Auth: HRS 88431:2-201, 431:10A-304,
431:10A-305) (Imp: HRS 88431:10A-304, 431:10A-305)

816-12-5.3 Repesled.

§16-12-5.4 Minimum benefit standards for policies or certificates issued for
delivery prior to September 3, 1992. (@) No policy or certificate may be advertised,
solicited, or issued for delivery in this State as a medicare supplement policy or
certificate unless it meets or exceeds the minimum standards set forth in this section.
These are minimum standards and do not preclude the inclusion of other provisions
or benefits which are not inconsistent with these standards.

(b) General standards. The following standards apply to medicare
supplement policies and certificates and are in addition to all other requirements of
this chapter:

(1) A medicare supplement policy or certificate shall not exclude or limit
benefits for losses incurred more than six months from the effective
date of coverage because it involved a preexisting condition. The
policy or certificate shall not define a preexisting condition more
restrictively than a condition for which medical advice was given or
treatment was recommended by or received from a physician within
six months before the effective date of coverage;

2 A medicare supplement policy or certificate shal not indemnify
against losses resulting from sickness on a different basis than losses
resulting from accidents;

3 A medicare supplement policy or certificate shall provide that
benefits designed to cover cost sharing amounts under medicare will
be changed automatically to coincide with any changes in the
applicable medicare deductible amount and copayment percentage
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(4)

Q)

§16-12-5

factors. Premiums may be modified to correspond with the changes,

A "noncancellable," "guaranteed renewable," or "noncancellable and

guaranteed renewable" medicare supplement policy shal not:

(A)  Provide for termination of coverage of a spouse solely
because of the occurrence of an event specified for
termination of coverage of the insured, other than the
nonpayment of premium; or

(B) Be cancdlled or nonrenewed by the issuer solely on the
grounds of deterioration of health;

(A)  Except as authorized by the commissioner of this State, an
issuer shal neither cancel nor nonrenew a medicare
supplement policy or certificate for any reason other than
nonpayment of premium or material misrepresentation;

(B) If a group medicare supplement insurance policy is
terminated by the group policyholder and not replaced as
provided in subparagraph (D), the issuer shall offer each
certificateholder an individua medicare supplement policy.
The issuer shal offer the certificateholder at least the
following choices:

0] An individua medicare supplement policy currently
offered by the issuer having comparable benefits to
those contained in the terminated group medicare
supplement policy; and

(i) An individua medicare supplement policy which
provides only such benefits as are required to meet
the minimum sandards as defined in  section
16-12-6(c) of this chapter;

(©)  If membership in agroup isterminated, the issuer shall:

@) Offer the cetificateholder the conversion
opportunities as are described in subparagraph (B); or

(i) At the option of the group policyholder, offer the
certificateholder continuation of coverage under the
group policy;

(D)  If agroup medicare supplement policy is replaced by another
group medicare supplement policy purchased by the same
policyholder, the issuer of the replacement policy shall offer
coverage to al persons covered under the old group
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(6)

(©)
(D)

2
3

(4)

Q)

(6)

()

policy on its date of termination. Coverage under the new
group policy shal not result in any exclusion for preexisting
conditions that would have been covered under the group
policy being replaced; and
Termination of a medicare supplement policy or certificate shall be
without prejudice to any continuous loss which commenced while
the policy was in force, but the extension of benefits beyond the
period during which the policy was in force may be predicated upon
the continuous total disability of the insured, limited to the duration
of the policy benefit period, if any, or to payment of the maximum
benefits.
Minimum benefit standards.
Coverage of Part A medicare eligible expenses for hospitdization to
the extent not covered by medicare from the sixty-first day through
the ninetieth day in any medicare benefit period,
Coverage for either al or nore of the medicare Part A inpatient
hospital deductible amount;
Coverage of Pat A medicare digible expenses incurred as dally
hospital charges during use of medicare's lifetime hospital inpatient
reserve days;
Upon exhaustion of al medicare hospital inpatient coverage
including the lifetime reserve days, coverage of ninety per cent of all
medicare Part A digible expenses for hospitaization not covered by
medicare subject to a lifetime maximum benefit of an additional
three hundred sixty-five days,
Coverage under medicare Part A for the reasonable cost of the first
three pints of blood (or equivalent quantities of packed red blood
cdls, as defined under federal regulations) unless replaced in
accordance with federal regulations or aready paid for under Part B;
Coverage for the co-insurance amount, or in the case of hospita
outpatient department services paid under a prospective payment
system, the copayment amount, of medicare dligible expenses under
Part B regardless of hospital confinement, subject to a maximum
caendar year out-of-pocket amount equal to the medicare Part B
deductible ($100); and
Effective January 1, 1990, coverage under medicare Part B for the
reasonable cost of the first three pints of blood (or equivalent
gquentities of packed red blood cells, as defined under federa
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regulations), unless replaced in accordance with federa regulations
or dready pad for under Part A, subject to the medicare deductible
amount. [Eff 5/17/82; am and comp 10/28/89; am and comp
12/27/90; am, ren §16-12-6 and comp 9/3/92; am and comp 7/6/99;
comp 10/15/01; am and comp 12/9/02] (Auth: HRS 88431:2-201,
431:10A-304, 431:10A-305) (Imp: HRS §431:10A-305)

816-12-5.5 Benefit standards for policies or certificates issued or delivered
on or after September 3, 1992. (a) The following standards are applicable to all

medicare supplement policies or certificates delivered or issued for delivery in this
State on or after September 3, 1992. No policy or certificate may be advertised,
solicited, delivered, or issued for delivery in this State as a medicare supplement
policy or certificate unless it complies with these benefit standards.

(b)

The following are generad standards that apply to medicare

supplement policies and certificates ad are in addition to all other requirements of

this chapter:
(1)

)

3

(4)

A medicare supplement policy or certificate shall not exclude or limit
benefits for losses incurred more than six months from the effective
date of coverage because it involved a preexisting condition. The
policy or certificate may not define a preexisting condition more
restrictively than a condition for which medical advice was given or
treatment was recommended by or received from a physician within
six months before the effective date of coverage.

A medicare supplement policy or certificate shal not indemnify
against losses resulting from sickness on a different basis than losses
resulting from accidents.

A medicare supplement policy or certificate shall provide that
benefits designed to cover cost sharing amounts under medicare will
be changed automatically to coincide with any changes in the
applicable medicare deductible amount and copayment percentage
factors. Premiums may be modified to correspond with such
changes.

No medicare supplement policy or certificate shall provide for
termination of coverage of a spouse solely because of the occurrence
of an event specified for termination of coverage of the insured, other
than the nonpayment of premium.
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Q)

(6)

Each medicare supplement policy shall be guaranteed renewable and:

(A)  Theissuer shal not cancel or nonrenew the policy solely on
the ground of health status of the individud;

(B)  The issuer shdl not cancel or nonrenew the policy for any
reason other than nonpayment of premium or materia
misrepresentation;

(C)  If the medicare supplement policy is terminated by the group
policynholder and is not replaced as provided under
subparagraph (E), the issuer shdl offer certificateholders an
individual medicare supplemert policy which (at the option
of the certificateholder):

0] Provides for continuation of the benefits contained in
the group palicy; or
(i) Provides for the benefits that otherwise meet the
requirements of this subsection;

(D) If an individua is acertificateholder in a group medicare
supplement policy and the individual terminates membership
in the group, the issuer shall:

0] Offer the certificateholder the conversion opportunity
described in subparagraph (C); or
(i) At the option of the group policyholder, offer the
certificateholder continuation of coverage under the
group policy; and

(B) If a group medicare supplement policy is replaced by another
group medicare supplement policy purchased by the same
policyholder, the issuer of the replacement policy shall offer
coverageto al persons covered under the old group policy on
its date of termination. Coverage under the new policy shal
not result in any excluson for preexisting conditions that
would have been covered under the group policy being
replaced.

Termination of a medicare supplement policy or certificate shall be
without prejudice to any continuous loss which commenced while
the policy was in force, but the extension of benefits beyond the
period during which the policy was in force may be conditioned
upon the continuous total disability of the insured, limited to the
duration of the policy benefit period, if any, or payment of the
maximum benefits.
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(A)

(B)

(©)

(D)

§16-12-5.5

A medicare supplement policy or certificate shall provide that
benefits and premiums under the policy or certificate shall be
suspended a the request of the policyholder or
certificateholder for the period (not to exceed twenty-four
months) in which the policyholder or certificateholder has
applied for and is determined to be entitled to medical
assstance under Title XIX of the Sociad Security Act, but
only if the policyholder or certificateholder notifies the issuer
of the policy or certificate within ninety days after the date
the individual becomes entitled to such assistance.
If the suspension occurs and if the policyholder or
certificateholder loses entitlement to the medical assistance,
the policy or certificate shall be automatically reingtituted
(effective as of the date of termination of such entitlement) as
of the termination of the entitlement if the policyholder or
certificateholder provides notice of loss of the entitlement
within ninety days after the date of the loss and pays the
premium attributable to the period, effective as of the date of
termination of the entitlement.
Each medicare supplement policy shal provide that benefits
and premiums under the policy shal be suspended (for any
period that may be provided by federal regulation) at the
request of the policyholder if the policyholder is entitled to
benefits under Section 226 (b) of the Social Security Act and
is covered under a group hedlth plan (as defined in Section
1862 (b)(1)(A)(v) of the Social Security Act). If suspension
occurs and if the policyholder or certificateholder loses
coverage under the group health plan, the policy shal be
automatically reinstituted (effective as of the date of loss of
coverage) if the policyholder provides notice of loss of
coverage within ninety days after the date of the loss and
pays the premium attributable to the period, effective as of
the date of termination of entitlement in the group health
plan.
Reingtitution of the coverages as provided in subparagraphs
(B) and (C):
() Shall not provide for any waiting period with respect
to treatment of preexisting conditions,
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(©

(i) Shall provide for coverage which is substantialy
equivalent to coverage in effect before the date of the
suspension; and

(i) Shall provide for classification of premiums on terms
a leest as favorable to the policyholder or
certificateholder as the premium classification terms
that would have applied to the policyholder or
cetificateholder had the coverage not been
suspended.

The following are standards for basic ("core") benefits common to all

benefit plans. Every issuer shall make available a policy or certificate including only
the following basic "core" package of benefits to each prospective insured. An issuer
may make available to prospective insureds any of the other medicare supplement
insurance benefit plans in addition to the basic "core" package, but not in lieu

thereof.

N

2

3

(4)

Q)

(d)

Coverage of Part A medicare eligible expenses for hospitdization to
the extent not covered by medicare from the sixty-first day through
the ninetieth day in any medicare benefit period;

Coverage of Pat A medicare digible expenses incurred for
hospitalization to the extent not covered by medicare for each
medicare lifetime inpatient reserve day used;

Upon exhaustion of the medicare hospital inpatient coverage
including the lifetime reserve days, coverage of the medicare Part
A €dligible expenses for hospitaization paid at the diagnostic
related group (DRG) day outlier per diem or other appropriate
standard of payment, subject to a lifetime maximum benefit of an
additional three hundred sixty-five days;

Coverage under medicare Parts A and B for the reasonable cost of
the first three pints of blood (or equivalent quantities of packed red
blood cells, as defined under federa regulations) unless replaced in
accordance with federd regulations, and

Coverage for the coinsurance amount, or in the case of hospita
outpatient department services paid under a prospective payment
system, the copayment amount, of medicare eligible expenses under
Part B regardiess of hospita confinement, subject to the medicare
Part B deductible.

The following are standards for additiona benefits. The following

additional benefits shal be included in medicare supplement benefit plans "B"
through "J" only as provided by section 16-12-6.
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2

3

(4)

Q)

(6)

()

(8)

§16-12-5.5

Medicare Part A deductible: coverage for all of the medicare Part A
inpatient hospital deductible amount per benefit period;

Skilled nursing facility care: coverage for the actual billed charges
up to the coinsurance amount from the twenty-first day through the
one hundredth day in a medicare benefit period for posthospital
skilled nursing facility care digible under medicare Part A;

Medicare Part B deductible: coverage for al of the medicare Part B
deductible amount per cdendar year regardless of hospita
confinement;

Eighty per cent of the medicare Part B excess charges. coverage for
eighty per cent of the difference between the actua medicare Part B
charge as hilled, not to exceed any charge limitation established by
the medicare program or state law, and the medicare-approved Part B
charge;

One hundred per cent of the medicare Part B excess charges:
coverage for al of the difference between the actual medicare Part B
charge as billed, not to exceed any charge limitation established by
the medicare program or state law, and the medicare-approved Part B
charge;

Basic outpatient prescription drug benefit: coverage for fifty per cent
of outpatient prescription drug charges, after a $250 calendar year
deductible, b a maximum of $1,250 in benefits received by the
insured per calendar year, to the extent not covered by medicare;
Extended outpatient prescription drug benefit: coverage for fifty
per cent of outpatient prescription drug charges, after a $250
calerdar year deductible to a maximum of $3,000 in benefits
received by the insured per calendar year, to the extent not covered
by medicare;

Medicaly necessary emergency care in a foreign country:
coverage to the extent not covered by medicare for eighty per cent of
the billed charges for medicare-eligible expenses for medicaly
necessary emergency hospital, physician and medica care received
in a foreign country, which care would have been covered by
medicare if provided in the United States and which care began
during the first sixty consecutive days of each trip outside the United
States, subject to a cdendar year deductible of $250, and a lifetime
maximum benefit of $50,000. For purposes of this benefit,
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)

(10)

"emergency care" shall mean care needed immediately because of an

injury or an illness of sudden and unexpected onset;

Preventive medica care benefit:  coverage for the following

preventive health services:

(A)  An annud clinica preventive medical history and physical
examination that may include tests and services from
subparagraph (B) and patient education to address preventive
health care measures;

(B) Any one or a combination of the following preventive
screening tests or preventive services, the frequency of which
is considered medically appropriate:

(i) Digital rectal examination;
(i) Dipstick urinalysis for hematuria, bacteriuria, and

proteinuria;

(i) Pure tone (ar only) hearing screening test,
administered or ordered by a physician;

(iv) Serum cholesterol screening (every five years);

V) Thyroid function test; and
(i) Diabetes screening;
(C)  Tetanus and diphtheria booster (every ten years); and
(D) Any other tests or preventive measures determined
appropriate by the attending physician.
Reimbursement shell be for the actual charges up to one hundred
per cent of the medicare-approved amount for each service, as if
medicare were to cover the service as identified in American
Medical Association Current Procedural Terminology (AMACPT)
codes, to a maximum of $120 annually under this benefit. This
benefit shall not include payment for any procedure covered by
medicare.
The following are at-home recovery benefits. coverage for services
to provide short term, at-home assistance with activities of daily
living for those recovering from an illness, injury, or surgery.
(A)  For purposes of this benefit, the following definitions shall
apply:

"Activities of daily living" include, but are not limited
to bathing, dressing, personal hygiene, transferring, eting,
ambulating, assstance with drugs that are normally
sdlf-administered, and changing bandages or other dressings.
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"Care provider" means a duly qualified or licensed
home hedlth aide or homemaker, persona care aide or nurse
provided through a licensed home health care agency or
referred by a licensed referral agency or licensed nurses
registry.

"Home" means any place used by the insured as a
place of residence, provided that the place would qualify as a
residence for home hedlth care services covered by medicare.
A hospital or skilled nursing facility shal not be considered
the insured's place of residence.

"At-home recovery" visit means the period of a visit

required to provide at-home recovery care, without limit on
the duration of the visit, except each consecutive four hours
in a twenty-four hour period of services provided by a care
provider is one vigt.
The following are coverage requirements and limitations:
At-home recovery services provided must be primarily
services which assist in activities of daly living. The
insured's attending physician must certify that the specific
type and frequency of at-home recovery services are
necessary because of a condition for which a home care plan
of treatment was approved by medicare. Coverageis limited
to:

() No more than the number and type of at-home
recovery vists certified as necessary by the insured's
attending physician. The total number of at-home
recovery vidts shall not exceed the number of
medicare-gpproved home health care vidits under a
medicare-approved home care plan of treatment;

(i) The actual charges for each visit up to a maximum
reimbursement of $40 per visit;

(iii) $1,600 per calendar year;

(iv) Seven visitsin any one week;

v) Care furnished on avisting basis in the insured's
home;

(Vi) Services provided by a care provider as defined in
this section;
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(vii) At-home recovery vists while the insured is covered
under the policy or certificate and not otherwise
excluded; and

(viii) At-home recovery visits received during the period

the insured is receiving medicare-gpproved home
care services or no more than eight weeks after the
sarvice date of the last medicare-approved home

hedlth care visit.
(C)  Coverageis excluded for:
() Home care vidits paid for by medicare or other

government programs, and
(i) Cae provided by family members, unpad
volunteers, or providers who are not care providers.
(11) New or innovative benefits. An issuer may, with the prior approva
of the commissioner, offer policies or certificates with new or
innovative benefits in addition to the benefits provided in apolicy or
certificate that otherwise complies with the applicable standards.
The new or innovative benefits may include benefits that are
appropriate to medicare supplement insurance, new or innovative,
not otherwise available, cost-effective, and offered in a manner
which is consgtent with the god of simplification of medicare
supplement policies. [Eff and comp 9/3/92; am and comp 7/6/99; am
and comp 10/15/01; am and comp 12/9/02] (Auth: HRS
88431:2-201,  431:10A-304,  431:10A-305,  431:10A-306,
431:10A-307,  431:10A-309, 431:10A-310) (Imp: HRS
88431:10A-304, 431:10A-305)

816-12-6 Standard medicare supplement benefit plans. (a) An issuer shall
make available to each prospective policyholder and certificateholder a policy form
or certificate form containing only the basic "core" benefits, as defined in subsection
16-12-5.5(c).

(b) No groups, packages, or combinations of medicare supplement
benefits other than those listed in this section shall be offered for sale in this State,
except as may be permitted in paragraph 16-12-5.5(d)(11) and section 16-12-6.1.

(© Benefit plans shal be un